without delay, at any stage-namely, the five o'clock position, in which the appendix was hanging over the brim of the pelvis; in this event the diagnosis was made by rectal examination, for abdominal signs might be completely absent. He considered that the important question of pre-operative treatment had not received due attention from the teachers of surgery; the adoption of the Fowler position, for example, was just as necessary before operation as after, and yet it was rarely practised as a pre-operative measure.
Mr. HERBERT J. PATERSON (President) said he considered that in addition to the five o'clock appendix, the retrocsecal appendix should be removed at once. His usual practice was to operate at once, and he nearly always removed the appendix; he thought that he only abandoned the search for the appendix in about 2 per cent. of eases. He asked Mr. Adams how, short of operation, it was possible to tell when the inflammation had spread beyond the appendix.
Mr. MCNEILL LOVE (in reply)
agreed that a week was too short a period to allow after the temperature and pulse had fallen to normal. This was proved by the fact that 40 per cent. of cases operated upon after this interval needed drainage. Expectant treatment was not so successful in children.
Mr. ADAMS (in reply)
said that of nine cases in which death followed expectant treatment, three patients died of general peritonitis, three of small bowel obstruction, and three of subpbrenic abscess. In reply to the President, he said it was impossible to tell accurately what was happening inside the abdomen except at operation. If expectant treatment were generally adopted by hospitals there was a danger that the practice would extend to those treated elsewhere, whereas expectant treatment should only be selected when the case was under the constant supervision of the surgeon who would operate if, and when, necessary.
